Institutionalized foodservice in health care is evolving. Some hospitals have introduced local foods as a means of improving health and wellness. Investigation into the hospital foodservice literature, however, leaves unclear what percentage of hospitals actually participate in procuring, serving, or promoting local foods to patients and employees.
foodservice directors (n=155) was undertaken in the fall of 2014. The response rate was 67.8%. The broad research questions asked about how much knowledge they had of the local food movement, to what extent they currently used local foods (or had interest in purchasing local foods in the future) for their institutions, and what systemic issues advanced or impeded their institutional use of local foods.
We found that 77.9% of the respondents had knowledge of the local food movement. However, only 57.7% were currently using local foods in their operations. Even fewer were implementing programs related to local food. The findings revealed the major reasons for not incorporating local foods into operations were based on concerns over inconsistent supply levels, liability insurance, refrigeration, and other food safety issues. Lastly, the findings showed that foodservice directors are interested in programs that incorporate more local foods into their operations.
to sell in local markets (Inwood & Sharp, 2012; Low & Vogel, 2011; Sharp, Clark, Davis, Smith, & McCutcheon, 2011) , and entrepreneurial gardens are flourishing (Feenstra, McGrew & Campbell, 1999) . In Ohio, the number of farmers markets has doubled since 2008 (Sylvester, 2011; USDA, 2012) . A brief scan of the Internet will return numerous academic journals and posts from the popular press brimming with new research reports and feature stories on local food.
In the midst of this conversation, a generic construct of "farm to institution" has emerged (Ritchie & Chen, 2011; USDA, 2013) . The phrase is applied to schools, hospitals, businesses, nonprofits, and other large institutional purchasers (Sachs, 2011) . In theory, if institutional purchasers engage in increased local foods procurement, more money will circulate in the local economy (Beery & Vallianatos, 2004; Feenstra, 1997; Health Care Without Harm, 2006) , and consumers will enjoy fresher foods picked at the height of ripeness, which may result in higher nutritional values (Center for Health and the Global Environment, 2012; Frith, 2007; Halweil, 2007; Matheson, 2012; Saha & Nath, 2006) .
By virtue of its implicit mission to improve the nation's health, the U.S. health care industry lies at the heart of this conversation. In its Healthy Hospital Choices report (Wiseman, Boothe, Reynolds, & Belay, 2011) , the CDC notes that hospitals, due to their large food procurement and purchasing power, have the potential to be powerful community leaders "by providing the healthiest food venues possible for their employees and community" (p. 4). They also call specifically for serving locally produced foods. This, in conjunction with the growing interest by federal agencies, nonprofits, and national foundations (e.g., Robert Wood Johnson Foundation, W. K. Kellogg Foundation, Winrock International), seems to indicate an increased potential to support "social solutions that address problems at the intersection of food, environment, and health" (Sachs, 2011, p. 100) . These ideas can have a major impact on increasing local food use while at the same time promoting wellness among employees (Matheson, 2012) , for example through interactions at hospital farmers markets or gardens.
In 2009, the American Medical Association's Council on Science and Public Health prepared a report outlining the health effects of the predominant food industry system. This prompted the adoption of a California Medical Association resolution on sustainable food systems calling for "practices and policies to support 'healthy and ecologically sustainable food systems,' legislative advocacy at the federal level, and patient education efforts" (Sachs, 2011, p. 101) . The Healthy Food in Health Care (HFHC) initiative emerged from Health Care Without Harm (HCWH) in 2005 to help hospitals improve their foodservices' sustainability. A key focus of the program included education, tools, and support for local and sustainably sourced food procurement, linking it to an institution's patients, staff, and community.
The sheer size of the nation's health care system places it in a position to participate in and affect this local food movement. But what issues, systemic to the health-care industry, advance or impede its participation?
The focus of this research project was on one segment of the health-care industry-hospitalsand their engagement with this highly visible local food movement. Sachs (2011) noted that sustainable food efforts had gained ground in the kindergarten-through-twelfth-grade and higher education sectors, but had not advanced as rapidly in health care. Hospitals have an inherent mission focused on health and wellness for not only patients but also their employees (Cromp, Cheadle, Solomon, Maring, Wong, & Reed, 2012; Gaby, 2008; Matheson, 2012; Mitchell, 2009) . So in theory they should be central in the conversation. The American Medical Association (2012) notes that a large predictor of both hospital patients' and the general public's health is the quantity and quality of food intake. Hence a hospital's stance on food (both communication about and delivery of) is of critical importance. Wellness and nutrition education and training programs and in-house foodservice should arguably be as important as medical treatment for overall patient and employee health (Cohen, 2013; Denton, n.d.) .
The health-care foodservice industry is changing. This project aimed to discover if and how hospitals participate in one narrow segment of foodservice: local food procurement. As noted, the sheer number and size of hospitals (including patients and staff) provide great potential to impact market demand for local foods.
One important aspect that must be considered is healthy eating in hospital dining facilities. Across the country, the fast-food restaurants that once dominated hospital lobbies (Cram, Nallamothu, Fendrick & Saint, 2002; Lesser, 2006; Lesser et al., 2012 ; Physicians Committee for Responsible Medicine, 2011) have been removed (Gordon, 2012; Lawrence, Boyle, Craypo & Samuels, 2009 ). In some, establishments serving more healthy and local foods are taking their place. There have been some opponents of this change, who claim that comfort food may be therapeutic in some manner; however, the physical health implications outweighed these arguments.
Farmers markets have shown up on some hospital campuses as well. MacVean (2009) states that Kaiser Permanente was perhaps the first hospital system to utilize farmers markets to put nutrition within reachof employees, visitors, patients, and the community. In Ohio, the Cleveland Clinic has operated a local farmers market at its main campus for six years (Cleveland Clinic, 2013) . It too aims to bring healthy, locally grown and produced foods to not only hospital employees and guests, but also to the local community.
Across the country, hospitals conduct employee wellness training and programming. These often cover exercise, diet, mental health (e.g., stress reduction), and other wellness issues. Most hospitals also conduct community outreach programming on health matters, and many provide volunteers and leadership to community improvement efforts. Could these all be tied together via local food systems thinking?
As documented by Louise Mitchell of the University of Maryland in her Local Foods to Local Hospitals report (2009), there are numerous anecdotal and popular-press accounts of hospitals that have begun to engage in the local food movement. She provided over 20 examples in her report's Appendix E (pp. 71-100). In addition, Kaiser Permanente (2013) , The Nation (Klein, 2012) , and numerous other articles and news reports have covered the phenomenon. However, these popular media articles and informally published reports are backed up by very few articles from scientific peerreviewed journals (Clancy, 2013; Ritchie & Chen, 2011; Smith, Kaiser, & Gómez, 2013) . Of those that were available, most were very small and geographically concentrated. For example, the Fletcher Allen Health Care (now the University of Vermont Medical Center) in Burlington, Vermont (Bellows, Dufour, Bachmann, Green, & Moore, 2013; Lee, 2013) has instituted programs to provide nutritious, local foods to patients and employees recognizing that "fresh food is vital to patients' health and aids in the healing process" (Bellows et al., 2013, p. 9) . But this was only one hospital. Worley & Strobbe (2012) describe how a hospital in Iowa, Cass County Memorial, has been sourcing local food since 2005. It believes that "purchasing local produce promotes more vegetable intake" by both patients and employees (Worley & Strobbe, 2012, p. 28) . And on the east coast, the Maryland Hospitals for a Healthy Environment (MD H2E) launched a "Local Foods to Local Hospitals" project in September 2007 to encourage healthier local foods in hospitals and to support local farmers (Mitchell, 2009 ). This early initiative was one of the largest we discovered. It netted a measurable shift as nearly 20 hospitals began or increased their local food purchases. Again, with the limited academic literature on this topic, the data from this study may contribute valuable information for use in the field. Findings may point to opportunities for engaging hospital foodservice directors (FSDs) with interest in purchasing (or increasing the use of) local foods in their operations.
Key Issues and Questions to Consider
For the past 40 years, the nation's predominate food supply chain has been rooted in a highvolume, concentrated, and heavily conglomerated commodity process that has provided an abundant supply for U.S. citizens and much of the world (Lev & Stevenson, 2013; Matson & Thayer, 2013) . In comparison to this system, the relatively recent and expansive growth in the local food movement may be described as a new or innovative approach in which we find early adopters, early majority, late majority, and laggards diffusing the idea in various stages of progression (Rogers, 1962 (Rogers, , 1995 .
As the local food movement spreads across the nation, one example of innovative diffusion in local food procurement can be found in the 10-year-old USDA Farm to School (F2S) program which is just now beginning to see broad success (Benson, 2013 ; Virginia Tech Department of Agricultural and Extension Education, 2012; National Farm to School Network, n.d.; Sanger & Zenz, 2004; Ugalde, 2012) . This success has likely been aided by stimulus programs, direct payments, and extensive publicity from the USDA. A recent study by the Virginia Cooperative Extension Service (Virginia Tech Department of Agricultural and Extension Education, 2012) provided examples of exactly how those programs were making an impact. Virginia's Page County Public School system, for example, sourced 37% of the produce it used in the 2012-2013 school year locally. A program participant said, "We hope this percentage will continue to grow so that children receive even more fresh, local produce" (p. 30).
Success in the school system begs one to investigate whether this innovation can penetrate other sectors or institutional systems. As noted, hospitals may constitute a natural fit for this inquiry due to their inherent mission and focus on health and wellness. However, aside from the aforementioned internal hospital newsletters and popular press accounts, investigation into the hospital foodservice literature leaves it unclear as to whether any sizable percentage of hospitals currently participate in procuring, serving, and/or promoting local foods to patients and employees. This may indicate a significant opportunity for hospital foodservice directors (FSDs) to engage with this movement. In doing so, they could positively affect the local economy via local food procurement (Low & Vogel, 2011; O'Hara & Pirog, 2013) , stimulate hospital staff and patient awareness of and interest in healthy, nutritious eating via local foods, and achieve positive publicity in the community for their institution (Mitchell, 2009) .
Incorporating local foods has become a relevant issue for hospitals with implications for social, environmental, economic, political, and public health systems. But what hinders hospital participation or adoption of this innovative movement? Are systemic issues advancing or impeding action? Will the innovation diffuse through hospital foodservice directors?
The purpose of this study was to understand, measure, catalogue, and evaluate what factors contributed to hospital FSDs purchasing or not purchasing local food for use in their operations. A census of Ohio hospital FSDs (n=155) was undertaken. The following key themes guided our research:
• the level of knowledge Ohio hospital FSDs had of the local food movement and its relationship to health care; • the extent to which FSDs currently used local foods, or their interest in purchasing local foods in the future; • the issues that advanced or impeded FSDs use of local foods, and what challenges were seen as the greatest barriers; and • the relationships between demographic variables and the use of local foods.
A fifth theme examined to what extent Ohio hospital FSDs were aware of the Cooperative Extension system and its programs on local foods. This thread will be explored in a separate manuscript focused explicitly on implications for Cooperative Extension.
Methods
The population frame consisted of all Ohio hospital FSDs. Ohio has numerous attributes that made it a good geographic frame for study. Since the 1980s Ohio has been utilized by national corporations as a test market for many new product trials (Knepper, 2003; Smith, 2012) . It has a relatively dense, heterogeneous population that includes both rural expanses and urban centers. From a health-care perspective, Ohio has approximately 244 hospitals with 34,000 beds (Ohio Department of Health [ODH], n.d.). Each year, more than 1.5 million people are admitted to these facilities. In addition, outpatient visits total more than 30 million. Ohio also has approximately 275,000 employees who serve those patients each day (Ohio Hospital Association [OHA], 2014). These numbers suggest that there is a sizable potential for data gathering, analysis, and the subsequent informing of potential implications and/or programming. Therefore, though the results of this study are limited in their generalizability to other locations, this study may garner a broad interest outside the state for hospitals pursuing local foods, and for food system workers with interests in the topic.
The quantitative questionnaire was developed based on two existing instruments. One had been utilized by Benson (2013) during his study of Extension's participation in the USDA Farm to School (F2S) program that provides local food for use in school systems. The second was based on an instrument from Benson and Niewolny (Virginia Tech Department of Agricultural and Extension Education, 2012) used in their Virginia farm to school (F2S) survey. These research projects closely mirrored the inquiry of foodservice directors in this new Ohio hospital study. The issues of institutional food purchasing overlap substantially among schools, hospitals, or other large institutional buyers. The USDA (2013), in fact, uses the term "farm to institution" to convey the meaning of selling local foods to any institutional purchasers. The final instrument included three main sections and consisted of 22 numbered questions that included 36 total items.
An expert panel was used to review the instrument for validity. It was made up of 12 researchers and practitioners who were familiar with the local food movement and/or Extension's outreach in hospitals or institutions. The instrument was sent to these subject matter experts to judge its content validity. They also reviewed the instrument for face validity, a measure of how well respondents will understand the survey. The instrument was revised based on the panel's recommendations.
Results
The full quantitative survey instrument was administered to Ohio hospital FSDs in June 2014 via Lime Survey, a secure, online electronic survey website. A total of 155 potential Ohio hospital FSDs were contacted. A total of 105 responses were received for a 67.8% response rate. Cronbach's alpha coefficients were calculated for each construct in order to verify the indication of good reliability and internal consistency. The coefficients ranged from .714 to .912. This analysis reports summary findings using mostly nonparametric, descriptive statistics. The mean age of the responding 105 FSDs was 46; their average tenure on the job was 8.6 years; they oversaw between one and 13 hospital kitchens; they were 50.5% female; and nearly 94% were white. The hospitals in the study varied greatly in terms of staffing and meal production and output. Table 1 provides a summary of the foodservice characteristics of the hospitals.
Hospitals with contracted foodservice were asked about their foodservice vendor. Hospitals that do not use contracted foodservice were asked to list their three major suppliers. Results indicated a high concentration on a limited number of large, national broadline food distribution suppliers and group purchasing organizations (GPOs).
The following section present results from the four themes explored in the study:
The level of knowledge Ohio hospital
FSDs had of the local food movement and its relationship with health care.
In this initial theme, we found that just over half, 54.9%, of FSDs felt the use of local foods has been increasing among U.S. hospitals. However, only 45.6% indicated that they knew how to find and purchase local foods to serve in their hospital(s). Knowledge of government programs to help hospitals and the USDA's support of local food use in hospitals were the least known resources, with only 19.5% and 15.6%, respectively, of FSDs reporting knowledge of them.
Overall, we found that 77.9% of the respondents were "hearing more about" the local food movement, but only 57.7% (Table 4) were Journal of Agriculture, Food Systems, and Community Development ISSN: 2152-0801 online www.AgDevJournal.com participating in it. This was consistent with anecdotal evidence from hospital internal literature (newsletters, communications, websites) that provided numerous examples of local food connections and programs at hospitals across the U.S., but which often did not detail the extent or reach of the local food programming or use. Table 2 provides additional detail on specific aspects of FSDs' knowledge of local foods.
Respondents also provided information about their participation in activities associated with gaining more information on using local foods in hospitals. This specific construct measured actual past behavior in learning or communicating about local foods, thus providing an immediate and recent indication of their knowledge (by learning their interest and action). For this question, FSDs responded to statements indicating "yes" or "no." We also probed for an indication of future plans by including the option of checking, "I plan to in the next 12 months."
Here, we found that only 25.9% have not sought information on using local foods in their operations. The remaining items were split roughly 55% to 45%, indicating that just over half have done some level of additional investigation on the issue. Table 3 provides additional detail of their potential interest and action around local food.
It may be noteworthy that over 70% indicated they had sought out information about using local foods or were planning to in the next 12 months. But only half had communicated with other hospitals about local foods, asked their broadline distributors to procure them, asked their administration to support local, and/or assisted with planting a hospital garden or establishing a farmers market at their hospital.
2. The extent to which FSDs currently used local foods, or their interest in purchasing local foods in the future.
This theme was designed to explore the current activity and behavioral intentions of hospital FSDs toward local food use. FSDs responded whether they were currently using local foods in their operations (see Table 4 ). For those who indicated "yes," a skip-logic program moved them to a questioning series that probed the extent of their local food use as well as a ranking of the factors most important to that activity.
Current local food using hospital FSDs provided data about their participation in activities such as farm to hospital, composting, community supported agriculture (CSAs), farmers markets, gardens, and wellness campaigns using local foods. Again, this question went only to the 60 respondents who indicated that they were currently using local food. Table 5 provides a summary of the responses regarding their interest and action around local food. Of note here is that just over 71% of respondents had conducted and/or planned healthy eating and/or wellness education using local foods at their operations. But other programs are not being adopted as frequently.
Both FSDs who used local food and those who did not also responded to inquiries that measured their attitudes about potential benefits of and problems with using local foods. Table 6 provides detail on specific aspects of FSDs' attitudes. The top-ranked item showed FSDs felt that hospitals could support their local economy and help create jobs by using local foods, with 85.1% agreeing or strongly agreeing. Table 7 provides detail on the responses of hospital FSDs' attitudes as measured by inquiring about potential problems of using local foods. Seasonal availability garnered the highest level of agreement or strong agreement. However, the remaining six items had between 32% and 45% "neutral" responses. These could be an indication of neither agreement nor disagreement; or they could indicate that FSDs were unsure or undecided. On the cost issue, 49% felt local foods cost too much; however, 40% checked "neutral." Data from other studies may provide clues. That is, some foods may be more expensive, but perhaps not all the time (depending on the seasonal availability). These questions would benefit from further inquiry. Language in foodservice contracts that limited purchasing of local foods, and the possibility that local foods have little or no support from hospital administration, were rated lowest in agreement.
Non-Users of Local Food
As noted, approximately 42% (n=44) of respondents were not currently using local foods in their hospital foodservice operation. These FSDs provided input (via a skip-logic sequence that moved them to a separate questioning series) that Journal of Agriculture, Food Systems, and Community Development ISSN: 2152-0801 online www.AgDevJournal.com explained the extent of their potential interest in local food use as well as a ranking of the factors that would be most important to adopting the practice of using local food. They also provided information as to what might increase their likelihood to purchase local foods. The non-users of local food ranked quality as the most important factor, with price, delivery, availability, and liability insurance all receiving rankings at or near "very important" as well. The attributes of preprocessing and/or organic did not rate as important. Details are in Table 8 .
Current non-users also provided information on what might increase their likeliness to purchase local foods. Table 9 shows that 75% of FSDs indicated agreement that they would be more likely to purchase and serve local foods if their broadline food distributor offered more local items, and they would buy more if they had a guidebook on how to source and purchase local foods. Only 17% agreed that having different food preparation facilities and/or equipment would increase their likelihood of using local foods; however, 41.5% of those marked "neutral," which could mean they are unsure about those implications. That said, 41.4% disagreed, perhaps indicating that facilities are not an issue.
The issues that advanced or impeded
FSDs' use of local foods, and what challenges were seen as the greatest barriers.
FSDs who currently used local foods (n=60) said they considered quality to be the most important item, with 100% giving it a "4" or "5" ranking. This was followed closely by availability and Journal of Agriculture, Food Systems, and Community Development ISSN: 2152-0801 online www.AgDevJournal.com delivery. Table 10 provides additional details. As with the non-local food using FSDs, attributes such as organic or preprocessing did not rank as highly, but "quality" was ranked as most important by non-users as well. Hospital FSDs who currently used local foods were also asked in an open-ended question about challenges they had encountered with buying local foods. A total of 58 persons responded with 31 (53.4%) saying "yes," they had had issues. Challenges included:
• Obtaining the quality that customers expect; • Obtaining the quantity we need at the time we need the product; • Space for a garden or composting;
• Grower/producer liability insurance;
• Concern with food safety;
• Delivery and shipment sizes; and • Locked into contract with a broadline supplier.
For example, concerning the liability issue, one respondent wrote that, "To take advantage of truly local and/or small farms means potential liability re: sanitation. Have tried to keep majority of produce w/ my local produce company as a compromise." Another added, "Our health inspector recommended no farmers market food "There is a large grey area that isn't being considered when buying local. For example, should I purchase Ohio tomatoes that need constant irrigation and fertilization to keep growing, and end up getting a final yield of 1000#/acre at $25/case because they mainly sell to retail markets first. Or should I buy California tomatoes, where the farm is collecting rain water, and recycling irrigation, turning their greenhouse gas emissions into fuel for the harvesting/processing and the final yield is 2500#/acre which I can get for $15/ case, as they are specifically grown for food service?"
Another respondent was hopeful that this hospital FSD survey might provide a means to increase his or her purchases, saying:
"There are a number of challenges to buying local. Traceability and liability insurance, the amount of the items available, price of the items....We are committed to buying local, and increasing the amount of items used, hopefully this process will help us drive those amounts."
Another respondent mentioned the proliferation of field corn and soybeans, but the lack of crop diversity, noting that "[There is] not a good source of fruits and vegetables. I can get apples in the fall and we feature those. We need more growers and coop organization so we have better access to the volume we need."
It is noteworthy that some of the concerns expressed in these findings have been addressed already by a few hospital operations in other parts of the country. For example, the Healthy Food in Health Care program provides guidance and expertise to help hospitals develop more sustainable food purchasing systems, including local foods (HCWH, 2013 (Bellows et al., 2013) are also working to remove barriers to participation. More recently, broadline distributors or GPOs (group purchasing organizations) that procure, aggregate, warehouse, and often process foods for hospitals (Sanger & Zenz, 2004; Stevenson & Pirog, n.d.) are beginning to offer hospitals some local food options.
In addition, some hospital administrations have begun to increase local food purchasing by writing policies into their food service department's plans (Worley & Strobbe, 2012) . Lee (2013) notes that when Hospital Sisters Health System (a 13-hospital system based in Springfield, Illinois) renewed its broadline contract in 2011, it specified that a quarter of the system's food must come from local sources.
Again, the major reasons identified in this study for not incorporating any (or additional) local foods into operations were based on supply availability (lacking significant quantity that could be delivered when needed), and potential safety concerns (lacking liability insurance, washing, refrigerated delivery). But overall, findings suggest that many of these barriers may be quite surmountable in Ohio as they have been in other parts of the nation.
The relationships between demographic
variables and the use of local foods.
The Ohio hospital FSDs provided information on their personal characteristics and hospital demographics. We used statistical tests based on the number and type of variables to determine potential relationships or associations with the use of local food. Overall, the data analysis indicated that demographic variables did not appear to have any significant impact on local food use. The demographic variables most related to local food use were hospital size (number of full-time-equivalent staff) and average patient meals (number served per day). Hospitals with more employees and serving more patient meals were slightly more likely to use local foods. There were very slight indications that suburban and urban hospitals may be more likely to use local foods, and that younger (age) and less tenured (number of years in the profession) FSDs may be slightly more inclined toward local food use as well. There were no indications of variation by sex. No conclusions could be drawn on race because nearly all respondents were white. Studies in the literature and stories from industry newsletters did not provide any insight or data on these demographic characteristics (relating to local food use) either.
Conclusions
The purpose of this study was to understand, measure, catalogue, and evaluate what factors contributed to hospital foodservice directors (FSDs) purchasing or not purchasing local food for use in their operations. Overall, Ohio hospital FSDs expressed a definite interest in adopting or increasing the use of local foods in their operations; however, as noted above, there are several areas of concern that need to be addressed before widescale increases will be seen. Additionally, the topics with high levels of "neutral" responses may benefit from further investigation, particularly in the form of personal interviews to better understand what was meant. Overall, the data clearly indicate that there are opportunities for food systems workers to engage in local food programming with hospitals, and perhaps within the industrial sector that includes other health-care operations as well. The Institute of Food Technologists (IFT), a 75-year old organization that serves the food science community, recently published a summary of trends and innovation around healthy hospital initiatives that posited similar findings as this study (IFT, 2012) , although it lacked attitudinal and interest measures. In brief, the IFT study found that hospitals have the opportunity to increase offerings of fresh fruits and vegetables, increase restaurantstyle, cooked-to-order items for patients and cafeteria visitors, and offer pricing strategies to incentivize healthier selections. They also state that hospitals can serve as role models in worksite wellness, noting that the more than 5,750 hospitals registered in the United States see nearly 37 million patients and employ over 5 million workers. Local foods programming may be an entry point for many of these wellness strategies. This study confirmed that the interest was there.
The results from this study may be immediately helpful in launching some of the future research or programming efforts outlined above. If the results are shared with hospital wellness coordinators, nutrition educators, and administrators, they could prompt further use of local foods in hospital operations. It is hoped that these efforts might also lead to long-term partnerships that increase the number of connections between hospitals and farmers, ultimately leading to increased local food production and consumption, which would increase the number of jobs in agriculture. These connections can help reduce questions about local food safety (e.g., by providing education regarding good agricultural practice [GAP] initiatives that improve food safety handling practices).
New outreach, partnerships, and farm-tohospital (FTH) programming could be conceived and implemented around findings from this project. Food system workers, researchers, and educators within the Extension departments of landgrant universities may use these findings as a baseline upon which to begin new or expand existing (e.g., GAP) programming in the local food system arena. Dunning et al. (2012) suggested this as well, pointing to the potential for tapping Extension's structural and relationship networks to encourage change in institutional food systems. Specifically, these findings provide insight into areas in which one might approach a hospital or health-care operation-essentially identifying intersections at which connections and new programming can begin.
This project addressed a relatively narrow slice of the topic of using local foods within the healthcare (specifically, Ohio hospitals) industry. Additional research is needed to determine if the idea of using local food offerings might be able to have further-reaching implications. Some potential questions for future investigation could ask if local foods might:
• Stimulate interest and sales in hospital cafeterias; • Increase interest and participation in employee wellness programs (through local foods education, farm tours, CSA memberships, or on-site farmers markets);
• Provide a hot topic for hospitals to develop programming and training on where, how, and why employees should access healthy, local foods; • Educate employees on the potential positive economic impact that may be achieved through local foods shopping; and/or • Increase healthier food consumption at both work and home.
The answers to these questions could additionally inform food system workers across the state and nation, providing insight into the hows and whys of farm to hospital purchasing, thus allowing them to develop new approaches to inform or encourage the process and increase local food use by hospitals and health-care organizations. Again, this could lead to positive contributions to local economies, public health, and the community as a whole.
As noted previously, Smith, Kaiser, and Gómez (2013) found that research on the adoption of farm to hospital programs was "extremely limited" and "nearly nonexistent" (p. 38). Further, they noted that independent factors that might influence a hospital's decision to adopt local food programs have not been explored. This study has taken one step toward addressing these gaps in the research literature.
An underlying purpose of this study was to encourage additional research on related topics and with the hope that it would initiate conversations that will build knowledge, expand the literature, and put into practice effective programming to promote and expand the use of local foods in the hospital and health-care industry across Ohio and nationwide. Farm-to-hospital initiatives can positively affect our nation's health and local economies. They can enhance a hospital's public relations. In addition, they can provide opportunities for food system workers to create new partnerships benefiting hospitals, health-care institutions, local farmers, and food production and distribution operations, coalescing in triple-bottom-line results that deliver positive social, environmental, and economic outcomes.
